Background: Drinking is a common activity with friends or at home but is associated with harms within both close and extended relationships. This study investigates associations between having a close proximity relationship with a harmful drinker and likelihood of experiencing harms from known others' drinking for men and women in 10 countries.
P
ROBLEMATIC ALCOHOL USE, drinking that has potential to result in health or social problems to the individual or collective (World Health Organization [WHO] , 2018), can affect others around the drinker (Greenfield et al., 2009; Room et al., 2010 Room et al., , 2016 . While there is a significant body of research focusing on understanding and treating the drinker, there is increasing interest in understanding the effect of problematic alcohol use on others around the drinker (Laslett et al., 2013 ). People's drinking may negatively affect the health and well-being of others through a variety of avenues-such as physically via interpersonal violence, traffic accidents, and fetal alcohol syndrome; financially via alcohol-related property damage, emotionally via neglect; and socially via social embarrassment (Laslett et al., 2011; Rehm et al., 2009) . Problematic alcohol use can harm people in close proximity to the drinker, such as partners and other family or household members Laslett et al., 2011) as well as people in the drinker's extended relationships, such as friends and coworkers, or more distant relatives Laslett et al., 2010) .
Being in a close relationship with someone who engages in problematic alcohol use or whose drinking has harmed others (hereinafter referred to as "harmful drinkers") increases one's risk of experiencing harms from others' drinking (Casswell et al., 2011; Karriker-Jaffe et al., 2017) . Decades of research have shown that problematic alcohol use is a contributing factor to violence within family and intimate relationships (Leonard and Quigley, 2017) and to the severity of this violence (Foran and O'Leary, 2008; Graham et al., 2011) . Specific family members may be more at risk than others of adverse impacts from the problematic alcohol use of people close to them, and these risks are likely to differ according to the gender of the victim and the drinker (Berends et al., 2012 (Berends et al., , 2014 .
The role of gender in alcohol-related harms is complex. Men and women commonly drink different amounts, in different settings with different people, and these drinking patterns vary greatly across countries (WHO, 2014) . Historically, men have drunk more than women and caused more problems and harm (Australian Institute of Health and Welfare, 2014; Nicholls, 2008 Nicholls, , 2009 Obot and Room, 2005; Room et al., 2011; Wilsnack et al., 2009) . The gender of the drinker and the type of drinking context is likely to affect who is harmed (Crane et al., 2016; Karriker-Jaffe and Greenfield, 2014) . For instance, when men drink at home, they are more likely to affect family members, especially spouses and children; while if they drink with other friends and work colleagues, they are more likely to affect other men, including strangers and acquaintances.
The interplay between the gender of victims and perpetrators, and the types, severity, and nature of harms experienced from the drinking of people from close social relationships, and from extended social relationships-that is, those who are known to the respondent that are not family members or intimate partners, such as friends, distant relatives, colleagues, and acquaintances-is less-comprehensively researched. Some research suggests that men are more likely than women to experience aggression from other men who had been drinking in bars or public places, such as strangers or friends and acquaintances from their extended social relationships, whereas women are more likely to experience aggression from a male that is a spouse, partner, or friend (Graham and Wells, 2001 ). Thus, physical harm from the drinking of people from close relationships and extended relationships may be experienced in different contexts and severity by men and women.
In summary, men's and women's relationships with harmful drinkers may differ, and the frequency and types of harms experienced because of the drinking of people in someone's close versus extended social relationships may vary by the gender of the victim and the drinker. Thus, the risks of harm from others' drinking associated with having a close proximity relationship or an extended relationship with a harmful drinker are likely to differ between men and women. Investigations of how gender and victim-perpetrator relationships interact and are associated with harm from others' drinking can improve understandings of the specific contexts within which harm occurs, and help to develop avenues to reduce alcohol-related harm to others.
Aims
Using data from national/regional surveys from 10 countries involving experiences of alcohol's harms to others, this study examines the associations between having a most harmful drinker (MHD) in one's close relationships or extended relationships and likelihood of experiencing 7 different types of harm from known people's drinking, and whether these associations vary for men and women. We hypothesize that: 1. Women will be more likely to identify the MHD in their life as someone in a close relationship than someone in an extended relationship, while the reverse will be true for men; 2. Because harmful drinkers in close proximity relationships have more opportunity to cause harms to those close to them, both women and men with a MHD in a close relationship will be more likely to experience at least 1 harm from known people's drinking than will those who only have a MHD in an extended relationship; 3. However, for some harms (e.g., physical violence) which are more likely to be experienced by women from a male family member or intimate partner and by men from other men, the risk associated with having a close MHD will be greater for women than men.
MATERIALS AND METHODS

Data Sets
This study utilizes data collected in 10 countries (listed in Table 1 ) which conducted cross-sectional surveys measuring harm from others' drinking. The construction and management of the multicountry data archive was completed as part of 2 large projects: the WHO/Thai Health Collaborative Study of Alcohol's Harms to Others (described in detail in Callinan et al., 2016a ) and the Alcohol's Harm to Others: Multinational Cultural Contexts and Policy Implications (GENAHTO) project (described in . The country-level studies-described in detail by Callinan and colleagues (2016a) , Laslett and colleagues (2011) , Kaplan and colleagues (2017) , and Greenfield and Karriker-Jaffe (2015)-were conducted between 2008 and 2015 and used comparable versions of the same questionnaire, except for subtle alterations in item wording which were made to ensure each survey remained culturally applicable and sensitive to local norms. Within-regions, random digit dialing or multistage sampling was used in all country-level studies. Detailed methods for each of the 10 countries are depicted in Table 1 . In this study, the individual study samples are referred to as countries. However, it is important to note that not all studies utilized a national sampling scope (see Table 1 ). Australia, New Zealand, the United States, Lao PDR, Thailand, Vietnam, and Sri Lanka used a national sampling scope and drew nationally representative samples. The Chilean and Indian samples were drawn from selected regions and were regionally representative. Nigeria used a regional sampling scope; however, random selection was not followed within the household and thus may not be representative of the selected regions.
Measures
Respondents who answered "yes" to a question asking whether they knew a heavy drinker (defined in the questionnaire as a "problem drinker or someone who drinks large amounts of alcohol often") that had negatively affected them in the last 12 months were asked to identify, from a selection of relationship categories, the person whose drinking had most negatively affected them (i.e., MHD) (except Indian respondents who were all asked this item and given the option to select "not applicable" if they had not been negatively affected). These responses were categorized in terms of relationship proximity between the MHD and the respondent as "close MHD" (immediate family member, other household member, or current or ex-intimate partner) or "extended MHD" (non-first-degree relative such as grandparent, cousin, sibling-in-law, or distant relative; friend that is not a household member; or other person such as a neighbor or coworker). These categories may not reflect the quality or intimacy of the relationship.
Harms from known drinkers were measured in 2 ways. The first asked participants if they had experienced specific harms in the past 12 months, and if so, whether the drinker who harmed them was a family member or friend (i.e., someone they knew). Three outcomes were included from these questions: 1. Harmed physically-"has someone who had been drinking harmed you physically?" 2. Called names or insulted-"has someone who had been drinking called you names or otherwise insulted you?" 3. Felt threatened or afraid-"did you feel threatened or afraid because of someone's drinking at home or in some other private setting?" (drinker was assumed to be a family member or friend, except for U.S. respondents who were asked this directly).
Harms from known drinkers were also assessed by asking respondents first whether they had been negatively affected by the drinking of someone they knew, and if so, had they experienced specific harms from a heavy drinker they knew. Four additional outcomes were derived from these variables: 4. Forced or pressured into sex-"were you forced or pressured into sex or something sexual because of any of these people's drinking?" 5. Emotionally hurt or neglected-"were you emotionally hurt or neglected because of any of these people's drinking?"
6. Had to leave home-"did you have to leave home to stay somewhere else because of someone in the household's drinking?" 7. Had less money for household expenses-"was there less money for household expenses because of someone in the household's drinking?"
Six of the 7 harm items were asked equivalently in all surveys; however, "called names or insulted by a known drinker" from the Australian and New Zealand surveys could not be derived. Additionally, for Australia and New Zealand, items about harms from a known drinker (questions 1, 3-7) were asked only about the MHD, not all heavy drinkers known to the respondent.
A summary variable was created (1+ harms) which was scored as "yes" if the respondent reported experiencing at least 1 of the 7 specific harms, "no" if they did not experience any of the 7 specific harms, and missing if they did not experience any of the harms and were missing on more than one-quarter of the items.
Analysis
Descriptive statistics were used to characterize the samples, compare the percentage of men and women who experienced each of the 7 different types of alcohol-related harm, and compare the percentage of men and women with a close male MHD, close female MHD, extended male MHD, or extended female MHD.
Stratified bivariate logistic regression modeling and meta-analysis of individual participant data using the DerSimonian-Laird method of 2-stage inverse-variance random-effects method (Fisher, 2015) were used to compare the relative likelihood by gender of experiencing each, and at least 1 (generally of 7 types of) harm from known people's drinking according to the proximity of the respondent's relationship with the MHD, pooled across 10 countries. Due to the differences in sampling and subtle survey differences across the countries or regions (see Table 1 ), random-effects meta-analyses were conducted. The pooled estimates resulting from these analyses are interpreted as the mean estimates of the true varying effects across all countries. Due to the low number of respondents that reported experiencing each harm, it was not possible to conduct multivariate regression models controlling for potential confounding covariates without losing a large proportion (>5%) of the country samples because of inestimable regression coefficients. However, the bivariate Cooperation rate .
associations between the proximity of relationship with the MHD and each, and at least 1 harm from known people's drinking (plotted in Fig. 2 ) were replicated using the portions of the samples with sufficient data to estimate these associations after controlling for the age, level of education, and drinking pattern of respondents-no notable differences in the pooled effect estimates were found. To investigate gender differences in the association between the proximity of relationship with the MHD and harm from known people's drinking, an interaction term between gender and the proximity of relationship with the MHD was fitted in logistic regression models predicting physical harm and 1+ harms with interaction coefficients pooled across countries via the DerSimonian-Laird method described above.
Country-level and pooled meta-analysis estimates and accompanying I 2 statistics are presented in stratified forest plots. I 2 describes the percentage of the total variability in effect sizes due to true heterogeneity (between-studies variability not sampling error)-I 2 = 25, 50, and 75% indicates low, medium, and high heterogeneity, respectively. All estimates are weighted to adjust for participants' probability of being selected to participate (according to the number of eligible persons present in the household) and nonresponse (to match the gender distribution in each country, and to match the national adult population distributions of age and geographic location for Australia, age, geographic location and ethnicity for New Zealand, and numerous variables for the United States; Kaplan et al., 2017) . All reported Ns pertain to the unweighted samples. Significant differences in odds are indicated by confidence intervals of odds ratios (ORs) which do not include 1, and significant differences in percentages between groups are indicated by confidence intervals which do not overlap. Countries are arranged in tables and figures in descending order of per capita alcohol consumption according to published WHO estimates (WHO, 2014) . All data analysis and construction of forest plots were completed using Stata Statistical Software (version 14; StataCorp LP, College Station, TX).
RESULTS
The estimated percentage of respondents who experienced each and at least 1 of 7 different types of harm from known people's drinking in men and women in 10 countries is depicted in Table 2 . Combining men and women into single samples, the estimated percentage of respondents who had experienced at least 1 of 7 types of harm from known people's drinking (1+ harms) ranged from 12% in New Zealand to slightly below half (44%) in Sri Lanka.
As shown in Table 2 , based on nonoverlapping confidence intervals, a significantly larger percentage of women than men reported 1+ harms from a known drinker in 3 countries (Australia, New Zealand, and Vietnam), while a larger percentage of men than women reported 1+ harms in 1 country (Sri Lanka, only); for the other 6 countries, there was no evidence of a gender difference in the percentage of respondents who experienced 1+ harms.
In most countries, there was no statistically significant difference between the percentage of men and women who had n/a 4 (3, 6) 1 (0, 1) 7 (5, 9) 1 (1, 2) 1 (1, 2) 10 (8, 12) Women 1,743 1 (1, 2) n/afelt afraid or threatened or been physically, verbally, sexually, or emotionally harmed by a known person's drinking. However, the number of respondents reporting these types of harms was quite low, and, in countries where a gender difference was observed, these harms were in every case more prevalent among women than men. Differences in the percentage of men compared to women who reported harms that specifically pertained to experiences in the household were less consistent-in some countries, a greater percentage of women than men reported having less money for household expenses or having to leave because of a household member's drinking, whereas in other countries, the percentage of respondents that experienced these harms was greater among men than women.
The gender of the MHD and relationship proximity of the MHD to the respondent among men and women is shown in Fig. 1 . The majority of the MHDs reported by both men and women were male. The main difference by gender is that men were consistently more likely to report that their MHD was a male from an extended relationship than a close male, close female, or extended female (in all countries except India where men were equally likely to have a close or extended male MHD). In contrast, women were more or at least equally likely to report that their MHD was a close male than a close female, extended male, or extended female. A detailed description of the sociodemographic and drinking characteristics of respondents who had a close MHD and respondents who had an extended MHD is provided in Table S1 . Figure 2 presents the estimated likelihood of experiencing each, and at least 1, of 7 different types of harms from known people's drinking for respondents with a close MHD compared to those with an extended MHD. Pooling the estimates across 10 countries, women with a close MHD were significantly more likely to have experienced 1+ harms from a known drinker than women with an extended MHD (Fig. 2H) . While there was high between-country heterogeneity in the size of the effect (I 2 = 75.4%), the estimated direction of association was consistent across all countries except 1 (Nigeria), and the confidence intervals indicated a significantly increased odds in 6 countries.
Across countries, men with a close MHD were not more likely than men with an extended MHD to have experienced 1+ harms at the 5% confidence level (but the difference was close to significant, p = 0.08). Men with a close MHD were at significantly increased odds of harm compared to men with extended MHDs in 4 countries. However, having an extended MHD was associated with a significantly increased odds for men from India, and there was very high heterogeneity in the size and direction of effect across countries (I 2 = 89.3%). Furthermore, pooling the estimates across countries, gender was not found to interact with the association between having a close MHD versus extended MHD and odds of experiencing 1+ harms from known people's drinking (pooled interaction coefficient = 1.34, 95% CI = 0.87, 2.05, p = 0.18, I 2 = 62.3%; results not shown). Figure 2H was replicated using an outcome variable for 1+ of 6 harms (excluding called names or insulted), and no major differences to the pooled ORs were observed (men OR = 1.56 vs. 1.66, women OR = 2.30 vs. 2.14).
The likelihood of being physically harmed by a close MHD compared with an extended MHD is presented in Fig. 2A . Pooling estimates across 10 countries, for women, having a close MHD, rather than an extended MHD, is associated with being at 3 times greater odds of being physically harmed by a known person's drinking in the last 12 months. The effect was fairly consistent across countries-having a close MHD was associated with significantly greater odds of physical harm among Nigerian, Chilean, Vietnamese, and Indian women, the point estimates of women from all other countries were in the same direction, and there was moderate heterogeneity in the size of the effect (I 2 = 51.5%). Pooling the estimates across 10 countries, the proximity of men's relationship with their MHD was not associated with a greater likelihood of being physically harmed because of a known person's drinking. While in Vietnam men were more likely to have been physically harmed if they had a close MHD than if they had an extended MHD, no significant association was consistently found in the remaining 9 countries (I 2 = 34.4%). In terms of gender differences, there was a strong interaction effect of the gender of the respondent on the association [Called names or insulted not able to be derived for Australia and New Zealand; countries with insufficient data due to zero cell counts are excluded from the applicable model(s); weights of the contribution of country-level estimates to pooled estimates are represented by the relative area of the corresponding gray square.] between having a close MHD versus extended MHD and odds of being physically harmed by a known drinker (pooled interaction coefficient = 3.06, 95% CI = 1.78, 5.26, p < 0.001, I 2 = 21.7%). Pooling the interaction effect of gender across countries, respondents with a close MHD were more likely to be physically harmed by a known person's drinking if they were a woman than a man, whereas respondents with an extended MHD were more likely to be physically harmed by a known person's drinking if they were a man than a woman.
Pooled values of the estimated likelihood of experiencing each of the 6 other types of harm from known people's drinking for respondents with a close MHD compared to those with an extended MHD are depicted in Fig. 2B -G. Women were at greater odds of experiencing each of the 6 other types of harms from known people's drinking if they had a close MHD compared to an extended MHD. For men, having a close MHD was not significantly associated with greater odds of being called names or insulted, threatened or made afraid, forced or pressured into sex, or having to leave home because of a known person's drinking. However, across countries, men were significantly more likely to have been emotionally harmed or neglected and had less money for household expenses if they had a close MHD. Despite this, Nigerian men were significantly less likely to have been emotionally hurt or neglected, had to leave home, and had less money for household expenses, if they had a close MHD versus extended MHD. In contrast, Vietnamese men were significantly more likely to experience 5 types of harm from known people's drinking if they had a close MHD versus extended MHD. For Vietnamese women, the odds associated with having a close MHD were equivalent to or higher than the largest value across women in the other 9 countries for all harms (having to leave home was unable to be estimated for Vietnamese women).
DISCUSSION
As hypothesized, men were consistently more likely to report that their MHD was a male in an extended relationship, while women were more likely to report that their MHD was a male in a close relationship. This finding is consistent with previous work in Australia which found MHDs were usually intimate partners and friends, and generally were males .
Our second hypothesis was also partly supported in that, in general, those who had a close MHD were more likely than those with an extended MHD to experience at least 1 of the 7 harms. However, this relationship was significant for women but not men and was more consistent across countries for women than for men-reflecting the greater likelihood that men would have an extended rather than a close MHD. Men with extended MHDs were significantly more likely to experience 1+ harms in India.
Our third hypothesis was also supported in that for some harms (e.g., physical violence) which are more likely to be experienced by women from a male family member or intimate partner and by men from other men, the risk associated with having a close MHD will be greater for women than men, and the risk associated with having an extended MHD will be greater for men than women.
Associations Among Gender, Relationship Proximity to Harmful Drinkers, and Specific Alcohol-Related Harm from Others Gender was not found to interact with the association between relationship proximity to the MHD and risk of experiencing at least 1 of the 7 harms from known people's drinking. However, having a close MHD was associated with a significantly increased risk of experiencing at least 1 of the 7 harms from known people's drinking among women, but not among men. Being in close proximity (vs. more distal proximity) to a MHD may increase one's exposure to the heavy/harmful drinking occasions of their MHD and therefore lead to greater opportunity to be harmed by their drinking. Despite this, men with an extended MHD and men with a close MHD had a similar risk of experiencing at least 1 harm from known people's drinking. It might be that men's extended MHDs are often friends, distal relatives, colleagues, or acquaintances whom they drink with (and perhaps frequently or heavily). Therefore, while men with extended MHDs may spend similar or less time with their MHD than men with a close MHD, a relatively high proportion of this time might be spent while drinking. Thus, men with close and extended MHDs may be exposed to a similar level of their MHD's heavy or harmful drinking occasions. Relatedly, men may be more likely to experience certain types of harms from known people's drinking according to whether they have a close or extended MHD. Indeed, men with a close MHD were at significantly greater odds of financial and emotional harm than men with an extended MHD, but they were equally likely to experience physical harm, being called names or insulted, being threatened or afraid, forced into sex, or having to leave home (harms arguably likely to have more severe negative consequences for the victim).
Two of the harm items (having to leave home and having less money for household expenses) refer to experiences in the home, and 2 more (being forced or pressured into sex and emotionally hurt or neglected) might be disproportionately experienced by those with an intimate partner, whether or not their partner drinks heavily. Alternatively, people may feel pressured to have sex by others outside of the domestic context, such as at a bar.
For women, the largest increased risk of harm associated with having a close MHD (vs. an extended MHD) is for financial harm. To have less money for household expenses because of someone's drinking requires the drinker being in the household. Those with a close MHD may be much more likely to experience financial harm from a known person's drinking than those with an extended MHD because respondents may share expenses with a close MHD but not with an extended MHD.
For women, having a close MHD (vs. an extended MHD) was associated with an increased risk of being threatened or made afraid because of a known person's drinking. The elevation in risk was relatively small in comparison with the risk associated with the other harms considered in this study. This indicates women may experience threatening behavior and other actions that induce fear because of others' drinking in a variety of contexts. The relatively high percentage of women with a close MHD that were harmed physically is important in light of the finding that women are more likely than men to have a male MHD who is close.
Respondents with a close MHD were more likely to be physically harmed by a known person's drinking if they were a woman than if they were a man, whereas respondents with an extended MHD were more likely to be physically harmed if they were a man than if they were a woman. This finding is consistent with Canadian men's and women's descriptions of their most recent incident of physical aggression (with or without alcohol involvement)-men were more likely than women to report incidents with friends rather than with an intimate partner and women were more likely to report incidents with intimate partners (Graham and Wells, 2001 ).
Cross-Country Variation in Associations Among Gender, Relationship Proximity to Harmful Drinkers, and Harm from Known People's Drinking
While associations among gender, relationship proximity to harmful drinkers and alcohol-related harm were relatively consistent across countries, there was some cross-country variation in effect magnitude and direction. Numerous social and cultural factors may underpin the observed variation. Associations among gender, relationships, and harm from others' drinking may vary across countries due to differing drinking norms, drinking cultures and social roles, and contexts across countries (Bloomfield et al., 2005; Obot and Room, 2005; Orford et al., 2005) . Furthermore, while there are likely some consistencies in gender-specific roles and perceptions related to drinking across countries (Wilsnack et al., 2000) , the extent of these differences may vary, especially given the changes in women's role in western societies during the 20th century (Ames and Rebhun, 1996; Room, 2010; Rotskoff, 2002) .
Specifically, having a close MHD may be more strongly related to harms in some drinking cultures than in others. In cultures where the activity of drinking is typically carried out away from home, for those with a close MHD, the risk of those harms which are only experienced when in close physical proximity to the MHD may tend to be lower than in cultures where drinking in the home is commonplace and more time is spent with the MHD while they are drinking. Alcohol consumption in the home is commonplace in Australia (Callinan et al., 2016b; Room, 2010) and the United States (Rotskoff, 2002) . This is in contrast to Nigeria, where, drinking has historically centered around festivals, rituals, and important ceremonies, and where, more-recently, daily, or neardaily drinking at a bar is more common than at home (Ibanga et al., 2005) . In India, the majority of men's drinking occasions were in bars, pubs, or the workplace, and men more commonly drank with friends and workmates than with a spouse or family members (Benegal et al., 2005) . In contrast, a slightly higher percentage of women's drinking occasions were in their own home or at mealtimes than in bars, pubs, or the workplace, and a similar percentage of women's drinking occasions were with a spouse or family members as with friends or workmates (Benegal et al., 2005) . Thus, it is to be expected to find a stronger association between having a close MHD and likelihood of experiencing at least 1 harm from known people's drinking in countries where drinking usually takes place in the home (e.g., Australia and the United States), and that having an extended MHD is associated with risk of harm from known people's drinking among Indian men but not in other cultures. Vietnamese drinking contexts may explain why having a close MHD was strongly associated with harms from known people among Vietnamese women and men, although literature describing Vietnamese drinking contexts and culture in particular is scarce (Lincoln, 2016) . Anecdotal reasoning suggests that some alcohol-related misbehavior to others within the family or domestic setting may be more forgivable than alcohol-related misbehavior outside of the household boundary. Thus, normalization of drinking within the household may underpin the strong association between having a close MHD and risk of harm from known people's drinking among Vietnamese respondents.
More subjective experiences of harm (such as being emotionally hurt) are at least partially dependent on expectations not being met, and these expectations may vary systematically across cultures (Room et al., 2016) . It is plausible that men and women might be more or less likely to acknowledge alcohol as a cause for their experiences of harm from others depending on the country and culture they live in. For example, in countries where non-alcohol-related harm is common, or where heavy drinking is pervasive and well accepted, people might be more likely to conclude that the individual caused the harm, not their drinking. Therefore, cross-country variation in gender roles and perceptions related to drinking, expectations of relationships, and rates of harm to others from all causes likely underlie some of the cross-country variation in the associations investigated in this study.
While the primary focus of this study was to investigate associations between the proximity of relationship with the MHD and harm from others' drinking by gender, the percentage of respondents reporting harms appeared to vary between the samples and thus warrants further investigation. Specifically, given that emotional hurt may affect well-being and social relationships (Mee et al., 2006) and was among the most commonly reported harm in this sample, the impacts of emotional harms due to others' drinking across countries warrant further investigation.
Limitations
As with many international studies based on survey research, the comparability of surveys across countries is not perfect. In particular, Australian and New Zealand questions on harms were limited to harms attributable to the respondent's MHD, while those in other countries were asked to report harms from any drinkers (and then asked whether they knew the perpetrator). This may be a contributing factor to the relatively low percentage of respondents that reported experiencing at least 1 of the 7 harms observed in Australia and New Zealand and should be taken into account when interpreting results. While it is a limitation, it was necessary to include those countries whose surveys did not have harms specifically pertaining to the MHD to enable testing of associations within and across a broad range of countries and cultures.
Not all who said they were negatively affected by a known heavy drinker reported experiencing at least 1 of the 7 types of harm from known people's drinking included in this study (see Table 1 ). Therefore, there may be other types of harms from known people's drinking not considered in this study that are related to the respondent's gender and relationship proximity to the MHD, and future qualitative studies may complement this study by building on understandings of the nature and extent of harms experienced from others' drinking.
As demonstrated in Table 1 , there are differences in administration from country to country that should also be noted, primarily the method of administration, and Australia's low response rate, which is common in survey research in many English-speaking countries. While we do not expect differences in the method of survey administration to have significantly biased the associations reported in this study, we cannot be certain that a respondent may be equally likely to accurately recall particular information during a face-to-face interview versus a computer-assisted telephone interview. As social and cultural conditions of countries may change over time, so too may associations. Thus, the staggering of country-level studies between 2008 and 2015 is a limitation. Finally, there were some differences in the exact format of questions asked, as we have tried to make it clear wherever it could affect results.
Importantly, the results of this study describe associations between variables and do not infer that causal relationships exist between proximity to a MHD and harms from known people's drinking.
A strength of this study is the inclusion of samples from a breadth of cultures, including countries from 5 different continents: Africa, Asia, Australasia/Oceania, North America, and South America. The countries vary greatly on a number of socioeconomic measures such as age distribution, levels of educational attainment, drinking patterns, and national economy (Table S2 ; WHO, 2014; World Bank, 2018) , which facilitated discussion of the influence of cultural differences on the observed associations.
Elucidating the Findings
While men and women are both more likely to report men as their MHD, this gender split obscures an important distinction in the gender difference in the relationship proximity of the harmful drinker to the respondent. Men were more likely to report that their MHD was a male in an extended relationship, while women were more likely to report that their MHD was a male in a close relationship. This broad finding was reflected in the relative risk of physical harm which was more likely to come from a close harmful drinker than a distal harmful drinker for women and equally likely from a close or distal harmful drinker for men. In general, those who had a close MHD were more likely than those with an extended MHD to experience at least 1 of the 7 harms; however, this relationship was significant for women but not men and was more consistent across countries for women than for men-reflecting the greater likelihood that men would have an extended rather than a close MHD.
While associations among gender, relationships with harmful drinkers and alcohol-related harm appeared mostly consistent across countries, some inconsistencies were observed. There are many factors which may underpin these inconsistencies-such as variations in drinking contexts, gender roles, relationship norms and expectations, rates of harm from all causes, tolerance or sensitivity to harms, and attribution of alcohol as a cause of harm.
CONCLUSIONS
These findings reinforce current concerns that alcoholrelated harms to women stem largely from male intimate partners and family members, and such harms to men result more often from male friends, distal relatives, and acquaintances (but also may be inflicted by family members). This broad gender difference is an important public health issue across many countries and cultures. Therefore, for preventing harm to women, the primary focus should be on drinkers in close relationships; for preventing harm to men, an environmental prevention approach which extends to public settings is needed. Further work investigating the dynamics among gender, victim-perpetrator relationships, alcohol, and specific harms to others should be designed to help develop interventions to reduce alcohol-related harm to others which are specific to the contexts within which harm occurs.
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